PRIOR AUTHORIZATION REQUEST

. . - . . . MassHealth
MassHealth reviews requests for prior authorization on the basis of medical necessity only. If MassHealth approves the request,
payment is still subject to all general conditions of MassHealth, including current member eligibility, other insurance, and program £ ecutive Offce of Healh
restrictions. MassHealth will notify the provider and member of its decision. and Human Services
. o . . . ffice of Medicaid
Complete Items 1-17 only. See Subchapter 5 of your provider manual for detailed instructions on completing this form. | Reset Form | Offce ofMedicat
PROVIDER INFORMATION SECTION MEMBER INFORMATION SECTION
1. PROVIDER’S NAME AND ADDRESS 4. MEMBER’S NAME AND ADDRESS 5. PLACE OF RESIDENCE
[J Home
1 Nursing facility
O Rehab. facility
[Jother
2.PROVIDER'S TELEPHONE NO. 6. SEX 7. OTHER INSURANCE 8. NAME OF INSURANCE CARRIER
| ||:|M CIF ||:|Yes|:|No || |
3. PROVIDER NO. 9. DATE OF BIRTH 10. MEMBER NO.
11, EXPLAIN WHY THIS SERVICE IS MEDICALLY NECESSARY. INCLUDE THE DIAGNOSIS AND A DESCRIPTION OF THE PROPOSED ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
TREATMENT. ATTACH SUPPORTING DOCUMENTATION IF REQUIRED BY MASSHEALTH REGULATIONS.
SERVICES REQUESTED MASSHEALTH USE ONLY
12. SERVICE CODE 13.NO.OF 14.DURATION 18. REVIEWER'S 19. REVISED SERVICE CODE 20.NO.OF 21. TIMELIMIT 22. UNIT FEE 23. DENIAL
(USE A SEPARATE LINE FOR EACH CODE)  UNITS (pAvs) DECISION (OR RANGE) UNITS (DAvs) REASON NO.
CIAPPROVED
A O mobiFiED
CIpeniED
1 APPROVED
B B mobiFiED
Elpeniep
3 APPROVED
C B mobiFiED
EloenieD
OarPPROVED
D BOmopiFiED
OlpeniED
O apPROVED
E O mobiFiED
O peNiED
15. PROVIDER’S SIGNATURE 24. DATE OF RECEIPT 25. EXPIRATION DATE 26. DATE OUT
16. DATE PA REQUESTED 17. ATTACHMENTS 27. CONSULTANT'S ID NO. 28. CONSULTANT'S INITIALS ' 29. DATE OF DECISION
Oves Ot | [ | |
30. COMMENTS OR REASONS FOR DENIAL, MODIFICATION, OR DEFERRAL 31. DATE OUT - CLERICAL 32. DATE RETURNED
""""""""""""""""""""""""""""" | |
33. DATE OUT - CONSULTANT 34. DATE RETURNED
""""""""""""""""""""""" 35. PRIOR AUTHORIZATION NO. 36. PA TYPE
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, Mail completed form with attachments to:
MassHealth, Attention: Prior Authorization Unit
600 Washington Street, Boston, MA02111.

For personal emergency response systems, see Appendix D of the Durable Medical Equipment Manual for mailing instructions.
For Massachusetts Commission for the Blind clients, see Appendix A of your provider manual for mailing instructions. PA-1 (Rev. 05/04)
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